MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH* _53“012615

DEPARTMENT OF PUBLIC HEALTH AND WELF

! .fi z f ' 2 STATE FILE NUMBER
Ragistration District No, - - Primary Regiatration District No, J_¢ ——Ragistrar's No. -
aﬂo}"“lf AMENDED A :

o = -
1. PLACE OF DEATH ok W sz 2, USUAL RESIDENCE (Where deceased lived. [f institition: Residence before
a. COUNTY OS.AGE - R S'I'ATE MISS OURI b. COUNTY OSAGE admission}
b. CITY (If outside corporate limits, give TOWNSHIP anly) Length of stay in 1b € CITY i Inside Limirs
TOWN  Chamois - Life time ' 1MW Chamois, Ya gl No[J

. FULL NAME OF (1f NOT in hospital, give Iocanon) Inside Limits * d. STREET {If. oviside, give location) Reside on Farm
HOSPITA/ . ADDRESS . ‘
INSTI'IU'I‘[ON Yes [ Ne O i Ys [ No X

Vs 300
Rev. 4/59

et
207405

DATE AMENDED

. NAME OF DECEASED Firat . Middie Last 4. DATE Month Day Yaar

(Tyoe of prie) Walter Leon Evans oEAM March 13, 1963,
5. SEX 5. COLOR OR RACE 7. Married [0 Never Married E la_ DATE OF BIRTH | 9« AGE (last birthdey) {IF UNDER t YEAR | IF UNDER 24 HR
Male Negro Wiowsd 0 Divored 0 | Oct 1910| 52 . [Mee[ D JHan T Min
10a. USUAL GCCUPATION (Give kind of wark dope | 100, KIND OF BUSINESS OR INDUSTRY] T1. BIRTHFLACE (City and state or country) V2. CITIZEN OF WHAT COUNTRY
during mcslt‘of working life, even if retired) City of Chamois ; ChaIﬂOlS . U S A
13a. FATHER'S NAME {735, MOTHER'S MAIDEN NAME - T4. NAME OF HUSBAND OR WIFE

Ruben Evens Mamie Gilmore None
15. WAS DECEASED EVER'IN U.5. ARMED FORCES? 14. SOCIAL SECURITY NO., |17. INFORMANT Address
{Yes, no, uounlmnwn) | (If yes, uivn war ar dates of zary

n Mari Ro.
18. CAUSE OF DEATH (Enter only ana c¢ause per lin NTERVAL BETWEEN

PART |. DEATH WAS CAUSED BY: . QONSET AN DEATH'
IMMEDIATE CAUSE (a) 5‘.’

&m&;&ﬁmﬁtmt
Conditions, If any,]  DUE TO (b} g )‘r Erie L céh’r A¢’¢Pﬁ/@ iqﬂ [ Fncox

which gave rise to
sbove cause (a),
stating the under-
lying cause last. DUE 7O (¢) -

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBIJTING TO DEATH but not rela the fermmal ART 1IN, l':m,decuud was fomale was

3 ] disease condition given in PART . / & 8 pregnancy in last 90 days.
tﬁhaWFifiu'é (A vilesirort - s

19. WAS AUTOPSY | 20s. ACCIDENT smcme HOMICIDE SCRIBE HOW INJURY OCCORRED. {Enfer nature. of injury in PART | or PART |} of item 18.}
Penromm - m} [}
¥es (] NO ]
20c. TIME OF Hour Month, Day, Year

INJURY . a.m, - W R .
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY. {e.g.. in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY . STATE
WHILE AT WORK [J farm, tactory, street, office bldg., ec.) s
NOT WHILE AT WORK] a

B 4
LJ
C— 77/ W74 M
21. | attended the deceased frem_né.c_;m&-l——. to. nd l’ast W Ry, 8live o 4
Death oa.:curred a!_M}_AM——%" on the daste stated above, and to the best of my knowledge, from the causes stated.
22n. SIGNATURE . {Dagree ap tite 22b, ADDRESS M 22c, DATE SIGNED
_____4§££i§f &G AINOLS 0, |3I5~43.
& 23d. LOCATION (City, town, or :ounfy) [State)

233, BURIAL, CREMATION, | 23b. DATE - 28c. NAME OF CEMETERY OR CREMATORY
" REMOVAL (Specify)

Buri /16/1963 Chamois. Public Chamois

24, FUNERAL DIRECTOR DRESS 25. DATE RECD. BY LOCAL REG. REGISTRAR'S IGNATURE .
Morton Funeral Service, Inc. , Linn, Mo. /16, 1963 Wﬁ'

{Licented Embalmer’s Statemeni on Reverse Sida}

DOCUMENT

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




.. . STATEMENT- BY. LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

Student Embalmer No.__:

or by .'..' . Lt -

TS

working under my personal supervision.

Stiudent

Signature of Student Embalmer

Licensed Embalmer No. /‘5:/—?\5“
. * - N .
PR . < - . , ‘ P. O. Address .M

- p - I

Notfe:” The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with ‘the above constitutes grounds for revocation_ of license).
" If embalmed by a STUDENT, he also shall sign in his OWN handwriting.
If this body is not;embalmed, fact should be so stated above.




